History.-A few months of intermittent limp with pain referred to the left knee, followed by sudden collapse of the left leg when walking; no antecedent violence.
On examination.-Typical clinical signs of fracture of the neck of the left femur. X-ray.-Shows fracture of the femoral neck, with no signs of gross bony destruction, and no tumour shadow (fig. 5) . A careful clinical examination revealed no evidence of primary growth in any part of the body. Treatment. -(21.6.27 ). Excision of head and neck of feinur wvith attached chondromia. On opening tbe hip-joint capsule, the femoral neck was seen to be encircled by a lobulated tumour imperfectly encapsuled. An attempt was made to excise the cartilaginous masses, which were unusually friable; this proved impossible, and it was found necessary to resect the neck and head of the femur en masse with the remains of the tumour.
Description of tumour.-Clusters of cartilage, creamy white, very friable, encircling the femoral neck; localized erosion of the margins of the head and upper border of the neck ( fig. 6 ).
Histology. Treabnent.-(1) 15.6.26. Exploratton of tumiour. The gluteus maximus was split and the tumour capsule exposed. A small portion of typical chondromatous tissue was evacuated. Rapid histological section showed the structure of a chondroma. The tumour was regarded as benign, but owing to its size and the general condition of the patient, complete excision was impracticable. Wound closed and arrangements made for radium treatment.
(2) 22.6.28. Re-excploration of tumou'r. Insertion of radiu2n needles. In order to expose a large part of the tumour the muscular origins were stripped from the iliac crest. Eight radium needles were inserted at various levels into the tumour mass. Subsequent progress.-Some sloughing of the wound followed and healing was slow. Six months later a large tumour was easily palpable in the buttock and iliac fossa; the patient's general condition had in no way deteriorated.
Result.-iDeath took place one year and ten inonths from the date of the operation.
The tumour had increased to a tremendous size, but no information regarding possible malignancy was available.
Comments.-An enormous chondroma of the ilium in a man of -70, with a short clinical history. Tumour encapsuled and on histological evidence benign. The cysts are more commonly single, and usually arise in the metaphysis of a proximal phalanx or metacarpal, the favourite digit being the little finger. The majority of chondroma cysts develop insidiously, remain symptomless for a long time, and are revealed accidentally in a radiogram obtained after some comparatively minor injury to the hand or foot. During the stage of active expansion, when the cyst wall is thin, spontaneous fracture is a common event.
I have already shown that a proportion of these miniature cysts which, on clinical and radiological evidence, might pass as enchondromata, actually belong to the ostitis fibrosa group. Multiple-lesions are more likely to be chondromata but in single cysts, a differential diagnosis is possible only after a histological examination of the cyst contents. For diagnostic purposes the chondroma and ostitis fibrosa embrace the whole morbid histology of the cysts of the digital bones, a region in which the true giant-cell tumour and osteogenic sarcoma are almost unknown.
The special interest of the chondroma cyst lies in its microscopic anatomy, in which is displayed, par excellence, the active cellular picture of the myxochondroma, a tumour to be regarded with suspicion when appearing as a central tumour of a major long bone. In the miniature bones, however, the myxochondroma behaves in every respect as a benign lesion.
Treatment.-It has been my practice in the past to explore all digital bone cysts discovered during the stage of active expansion, or after the occurrence of spontaneous fracture. The rationale of the operation is based on the rapid and permanent healing of the cyst, which follows effective curettage, cauterization, and the insertion of bone grafts. Thick-walled cysts in a state of quiescence should be left untouched.
The Giant-cell Tumoutr or Osteoclastoma.
Of the several titles under which this tumour is known, perhaps the most appropriate is the one in current use in America-benign giant-cell tumour. Although, in some respects, this title is non-committal, it is, in my view, an apt description of a lesion wbich represents a clinical rather than a histological entity.
The alternative titles, "myeloma" and "rmyeloid sarcoma," are inaccurate and misleading: myeloma, because it signifies a tumour of specific narrow cells, as in the rare but well recognized affection, multiple myelomatosis"; and myeloid sarcoma, because it tends to attribute a definite malignant significance to a tumour which beyond all doubt is fundamentally innocent.
Clinical picture: Incidence.-One of the surprising facts relating to the incidence of bone tumours in general is the comparative infrequency of the giant-cell tumour. This statement is true only when applied to the endosteal tumour of the long bones, spine, or pelvis. If the familiar epulis of the jaw is included, a different impression will be formed. There is, however, no logical reason why this periosteal lesion, despite its histological characteristics, should be grouped with the giant-cell tumour proper.
The undoubted rarity of the giant-cell tumour is borne out in most hospital statistics. From figures collected some years ago by Stewart [6] , the average quota of giant-cell tumours of the long bones in some of the larger hospitals is one per year per hospital. In my own clinics, during a period which has provided me with twenty-four cases of bone sarcoma and twenty solitary metastatic growths, twelve giant-cell tumours only have fallen to my lot.
The giant-cell tumour as a clinical entity.-I have referred to the giant-cell tumour as a clinical entity. This conception is essential to the practical surgeon, for it allows us to place the tumour in its correct " setting " and to define with some certainty the principles which should guide us in prognosis and treatment.
The broad outlines of the picture of the giant-cell tumour can best be displayed when the tumour is ranged alongside the solitary bone cyst on the one hand, and the true sarcoma of bone on the other. The main points of resemblance and contrast are set forth in Table I (p. 10).
From this comparison, the giant-cell tumour emerges as a clear-cut entity; we note its distinctive age and sex incidence, skeletal distribution, site of origin, sequence of clinical events, and the behaviour of the tumour if its progress is unchecked by treatment. But the tumour tends to lose something of its identity when its histogenesis is contemplated. Here we see the suggestion of a possible relationship between lesions which otherwise are in striking contrast.
Relationship of the giant-cell tumCour to the benign bone cyst.-It has been known for some time to surgical pathologists that the bone cyst and the giant-cell tumour are linked together by a common histological denominator-the giant-cell area. This fact, foreshadowed by von Recklinghausen in his original description of ostitis fibrosa, has led to much confusion in the diagnosis and classification of cystic affections of bone. Its influence can be traced in the earlier beliefs (a) that the giant-cell tumour was a common affection; (b) that its diagnosis rested essentially on histological findings without reference to any special combinations of clinical factors. We must now recognize that the majority of the giant-cell tumours hitherto described under the age of 15, hlave either been cysts, or, in exceptional cases, true sarcomata with an atypical histology.
Some of the giant-cell areas discovered in bone cysts present features whiclh do not always conform to the typical giant-cell tumour histology. This difference is chiefly concerned with the number and size of the giant-cells-which in ostitis fibrosa are often scanty, small, and contain relatively few nuclei.
Between the ages of fifteen and twenty-five-the border-land period-when the cyst is fading out of the picture and the giant-cell tumour is just appearing, there may be some little difficulty in distinguishing between the two lesions. This is most likely to happen in cysts in certain situations discovered about the age of twenty, in which the histology approximates to the typical giant-cell tumour of older individuals; i.e., abundant, large-sized giant cells, with numerous nuclei. In the last analysis, however, it is the clinical syndrome which counts, although on occasion the final diagnosis may be retrospective.
In this connection, the following cases from my personal series are instructive:
Case 6.-A. F., female, aged 17. Cyst of Great Trochanter (L). ? Giant-cell Tumour:
? Ostitis Fibrosa. 
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